Honourable Chairman, Respected Seniors, Esteemed Friends, Ladies and Gentlemen! Before I proceed with the subject of my today's talk, I would liKe to thank all of you and particularly the Awards Committee of the Indian Psychiatric Society for bestowing this honour upon me. I must say that, by selecting a relatively unknown person like me-working in a remote place like Jhansi the Committee have ensured that the future of psychiatry is secure in this country.
The late Tilak, in whose memory this oration has been instittited, was a phenomenon unto himself. He was born on 18th December 1956 at Madras. The year being the birth centenary year of Lokmanya Bal Gangadhar Tilak, he was christened Tilak and he proved himself worthy of this exalted name in his short but profusely eventful life. He was a boy of resplendent loveliness and extraordinary civilizational excellence. He carried a halo of charm around him and had a rare blend of sweet character and radiant intellect. People were struck by his inchantingly soft dispositio:i and highly cultivated bearing.
Tilak had a brilliant academic career-studded with numerous prizes and awards. His scholastic excellence was acknowledged by his Principal Dr. T Thangaraj, who referred to him as a "walking encyclopedia", in an Annual Report of the American College of Madurai (Ashok, 1982) . He had the knack of grasping with ease, even the most comp'icated subjects. He had a perfect mastery over the English language and could express himself with ease, precision and lucidity. To his parents, above all, Tilak was "Solomon, the wise" who could bring an intricate intellectual debate at home to a happy close.
Tilak took delight in photography which was a magnificient obsession for him from his school days. He excelled in both still and movie photography. The movies and photographs made by him remain the family's most cherised treasure.
His interests included cricket, reading, cinema and travelling besides many others. It would not be possible to do justice with all the facets of this versatile genius within the short time at my disposal. He possessed a vast and detailed knowledge of the world. He illuminated whatever he took interest in and radiated happiness where -ever he went. That Tilak's lovely life-so dear to him and a source of great joy to others should have abruptly ended so tragically leaves the family in bleeding anguish to meander in an empty world without this dear and gifted child (Ashok, 1982) . The void left by his demise can never be filled. I pay my respectful homage to this worthy son of his worthy parents.
I had no personal acquaintance with Tilak. However, I have been an ardent admirer of his father Professor Venkoba Rao, eversince I heard a lecture of his in the early 1970s. In fact, I owe my existence in psychiatry, to a large extent, to the inspiring effect this lecture
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•Lecturer in Psychiatry, M. L. B. Medical College, Jhansi (U. P.). had on me. Over the past 12-13 years,, this admiration has shaped itself into reverence. I take this opportunity to pay my heart felt respect to this towering personality of the Indian Psychiatric Scene. Only an academician of his stature and vision could think of converting a great personal tragedy into an yearly event like this one. There could not have been a better way of perpeturating the memory of Tilak than establishing a tradition of honouring a young member of the psychiatric fraternity in the country.
Last year, this oration was delivered by Dr. Srinivasa Murthy, a prodigious psychiatrist having profound erudition, spell-binding oratory and world-wide reputation as a researcher. I come nowhere near him and feel like a dwarf compared to this intellectual giant who literally walks with a phenomenal head over his relatively young shoulders. However, since a person can deliver the oration only once, you cannot have Dr. Srinivasa Murthy again and will have to do with a person of lesser capabilities.
I have chosen to speak on "Temporal Lobe Epilepsy" because of two reasons. Firstly, this has been the subject of my predominant interest over the past decade. Secondly, I feel that the condition has not received the attention it deserves from psychiatrists-particularly in our country. These patients, because of their almost inevitable psychiatric accompaniments, can be managed better by a psychiatrist than by a neurologist. However, psychiatrists often find themselves unequal to the challenge posed by these patients because ol'lack of proper emphasis on the illness in their training.
The complex problems presented by diseases in or near the temporal lobe of the brain have attracted the attention of a variety of medical and social scientists including neurologists, neurosurgeons, paediatricians, psychiatrists, neurophysiologists, neuropathologists, psychologists and criminologists. It is in the man's temporal lobes that dynamic evolution of primitive bodily feelings and activities and their temporal integration with sensations and activities in the outside world have their substrates (Williams, 1968) . For this reason Lennox (1951) called temporal lobe epilepsy "a cross road"-a meeting ground for the interested disciplines.
Temporal lobe epilepsy is a fascinating illness because it bridges over the fields of psychiatry and neurology. Psychiatric symptoms are encountered frequently as the presenting complaints of the disease. The differentiation of these symptoms from the functional ones is often difficult and the patients of temporal lobe epilepsy are misdiagnosed and wrongly treated as suffering from grand mal, petit mal and other seizure disorders as well as many of the psychiatric illnesses in the garb of which temporal lobe epilepsy masquerades. This presentation, aiming at elucidating the prevailing controversies and highlighting the generally accepted facts, in the light of my own work, will discuss the subject under following headings:
1. The problem of nomenclature and the relative frequency of temporal lobe epilepsy.
2. Phenomenology of temporal lobe seizures.
3. Psychiatric manifestations in temporal lobe epilepsy.
4. Sexual disturbances in temporal lobe epilepsy. (Stevens, 1966) . Thus the former is a clinical diagnosis while the latter is an E.E.G. diagnosis and these two do not always coincide. However, a lot of problem has been created by the alternative, often synonymous, use of the terms "psychomotor" and "temporal lobe" . Gibbs and Gibbs (1964) could find temporal lobe foci in only 70 per cent of the patients with psychomotor attacks. Conversely, typical psychomotor seizures may be associated with frontal epileptic foci (Penftcld and Kristiansen, 1951) . Thus, although it has become common place to employ the two terms synonymously, this is not justified as nearly one third of the patients with clinical psychomotor attacks fail to demonstrate temporal foci even on repeated E.E.G. examinations. On the other hand, a sizeable proportion of patients having an E.E.G. temporal focus present with purely grand mal seizures.
In view of this semantic confusion, it is virtually impossible to arrive at the exact figures regarding the frequency of temporal lobe epilepsy amongst the total epileptics. It is very difficult to obtain reliable statistics in epilepsy where manifestations are so varied that no hospital or clinic can be expected to see a truely unbiased sample (^Pond, 1952) . Further, due to lack of E.E.G. facilities, most of the reports from our country are based solely on clinical diagnosis. No wonder, the reported figures for the frequency of temporal lobe epilepsy vary from 3 percent to 26 percent of the total epileptics ^Penfield and Jasper, 1954; Ghandy et al, 1966; Virmani and Sawhney, 1966; Bagadia et al, 1973 and Joshi et al, 1977) . The overall prevalence of epilepsy is 6 per thousand (Pond and Bidwell, 1960) .
One can easily deduce the magnitude of the problem from these figures.
L>. PHENOMENOLOGY OF TEMPORAL LOBE SEIZURES :
A patient with a temporal lobe E. E.G. focus can present with any one or a combination of following seizure patterns, depending upon the extent and rapidity of spread of the discharge from the epileptic focus to the reticular activating system and from there back to the cerebral cortex (Falconer and Taylor, 1970 , 1981 Serafetindies, 1963 and Bengzon et al, 1968) , the percentage of such cases in our series was much less (19 percent). The number of cases presenting with generalized seizures without psychomotor features was high (69 percent). In all these cases, an E.E.G. focus in the temporal lobe pointed towards the diagnosis. This observation strongly suggests that E.E.G. is an essential investigation in all the cases of epilepsy.
Aura occurred in 60 percent of the patients. The commonest were visual hallucinations and fear, followed by vertigo and epigastric sensations. The oft mentioned olfactory and gustatory hallucinations and Deja Vu and Jamais Vu phenomena were seen very infrequently.
It appears that these have been overemphasized in the literature which describes them as the classical features of temporal lobe epilepsy [De Jong, 1957 and Dennerll, 1964) . In two patients (3 percent), the aura were pleasant. Such aura are rare and are believed to have formed components of the seizures of such gif.ed individuals as Dostoevsky (Williams, 1968) and Sri Rarakrishna (Desai, 1968) .
The phenomenology of temporal seizures in children differes from that in adults. In children the attacks tend to be autonomic or visceral in nature. A child leading to an epileptic aura may clutch his belly and flex his thighs with pain-the so called abdominal epilepsy (Gastaut and Poirier, 1964; Douglas and White, 1971 and Peppercorn et al, 1978) . Fear may cause a child to flee to the security of his mother's arms. Palpitations, borborygmi, drooling and minor motor twitchings may be noted by the mother Taylor, 1970 and .
In our series, as many as 7 of 25 children had rather unusual presentations thus giving rise to difficulty in diagnosis. In two, the only feature was episodic and transient pain in abdomen. In further two cases, the at lacks, were characterized by exterme fear in which the child ran to its mother in a state of panic. In aiiOther case, the child presented with persistent and intractable night-terrors. In yet another case the attacks consisted of sudden, unprovoked outbursts of laughter . Lastly, one patient had vomiting as the sole manifestation of most of his seizures (Shukla and Mishra, 1981) .
In view of these varying presentations, it is hardly surprizing that the illness may easily be misdiagnosed. This is amply demonstrated by our study as more than half of the cases gave no clue to the presence of a temporal lobe focus and the correct diagnosis was possible only after E.E.G. A high degree of suspicion with a detailed history taking and E.E.G. are therefore essential to avoid mistakes in ihe diagnosis. Any symptom coming suddenly and going equally suddenly, in the absence of any other cause, should be suspected to be epileptic in nature and investigated assiduously.
PSYCHIATRIC MANIFESTATIONS :
Several workers have reported a high incidence of psychiatric symptoms in patients of epilepsy (Pond, 1952 (Pond, , 1957 Penfield, 1955; Nuffield, 1961; Kanaka et al, 1967; Betts, 1972; Bagadia et al, 1973 and Abdul Gafoor and Santhakumar, 1974) . Pond and Bidwell (1960) suggested that nearly 10 percent of epileptics in general practice would need a period of inpatient psychiatric care at some stage in their lives and that 20 per cent of patients with temporal lobe epilepsy had sufficiently severe disorders to warrant admission to a mental hospital.
Existing evidences suggest that patients with temporal lobe dysfunction are particularly liable to mental disorders (Gibbs et al, 1948; Gibbs 1951; Mulder and Daly, 1952; Pond, 1957; Gastaut, 1959; Slater et al, 1963; Glaser, 1964; Preston and Attack, 1964; Treffert, 1964; Graham and Rutter, 1968; , 1972 , 1974 , 1976 Bruens, 1971; Kristiensen and . Ervin et al (1955) and Trclfert (1964) observed that patients with temporal lobe E.E.G. foci, even without overt seizures had significantly raised incidence of psychiatric symptomatology. Some workers have however, lbund no difference between the incidence of such abnormalities in different types of epilepsy (Penfield and Jasper, 1954; Rodin et al, 1957; Vislie and Henrikson, 1958; Mirsky et al, 1960; Guerrant et al, 1962; Small et al, 1962 Small et al, , 1966 Stevens, 1966 and Standage, 1973 . Juul-Jensen (1964) concluded that the severity of epilepsy and not the localization of focus was the primary determinant of the psycho-social disability.
This discrepancy in the reports could be due to differing criteria for the diagnosis of temporal lobe epilepsy and associated mental disturbances. Thus, Stevens (1966) studied cases with psycho-motor attacks even if there was no E.E.G. focus in the temporal lobes. Small et al (1966) , on the other hand, included only those cases that thad unequivocal E.E.G. foci as well as classical clinical features of temporal lobe epilepsy. Lastly, some workers have studied cases with temporal E.E.G. focus irrespective of the clinical seizure type (TrefFert, 1964 and . Similarly, the criteria for diagnosing the associated psychiatric illness too varies. For instance, Stevens ^1966; used the single criteria of admission to mental institution or a psychiatric facility for diagnosing mental illness. This is too restrictive a criteria and she must have missed several cases with relatively minor complaints. As against this, recorded and classiiied psychiatric disorders irrespective ol their severity. Using this criteria, nearly four-fifths (79 percent) of temporal lobe epileptics had some psychiatric disturbance compared to less than half (47 percent) of a control group of grand mal epileptics. This was despite the fact that two conditions viz. ""epileptic ; ersonality" and '"confusional psychosis" occurred more frequently in the grand mal epileptics. Not only that, the former had a greater incidence of early childhood emotional disorders and unusual nocturnal phenomena (Aird et al, 1967 and . These are of interest in view of known activation of temporal lobe epilepsy during sleep and suggest that dysfunction of the central nervous system may long antedate the final development of overt seizures.
Psychiatric abnormalities occurring in epileptics can be discussed under following headings :
1. Neuroses, 2. Psychoses, 3. Personality disorders, and 4. Laterality effect.
NEUROSES :
Occurrence of neurotic symptoms in epileptics has been reported frequently. Almost all types of neuroses have been seen in them (Hill et al, 1957; Krapf, 1957; Vislie and Henrikson, 1958; Pond andBidwell, 1960; Guerrant et al, 1962; Small et al, 1962 Small et al, , 1966 Virmani and Sawhney, 1966; Graham and Rutter, 1968; Agnihotri et al, 1972; Belts, 1972; Taylor, 1972; Bagadia et al, 1973; FlorHenry, 1974; . Pond and Bidwell (1960) found no difference in the incidence of neurotic disturbances in different types of epilepsy. Taylor (1972) , on the other hand, reported 30 percent incidence in temporal lobe epilepsy as compared to 16 percent among all epileptics. Even greater difference was reported by who found 39 percent incidence of neuroses in temporal lobe epileptics compared to 16 percent in a control group of grand mal epileptics. Thus, the former were two and half times more prone to neuroses than the latter. The commonest neurotic disturbance was neurasthenic neurosis, followed by depressive-, anxiety-, hypochondrical-, hysterical-and obsessive compulsive neurosis, in that order.
Occurrence of these symptoms is understandable in view of the uncertainty attached to epileptic seizures (Bingley, 1958 and Bagadia et al, 1973) . Higher incidence in tempora 1 lobe epileptics could be explained by the fact that a partial loss of consciousness, usual in them, may be psychologically more threatening than a total one of grand mal epilepsy (Graham and Rutter, 1968) . Reviewing the aetiology of hysteria in epilepsy, Krapf (1957) thought that the epileptic personality change favoured the appeamce of hysterical traits.
Further, there arc times when epileptics simulate their genuine fits for secondary gains (Kesseler et al, 1952; Betts, 1972 and Ramesh et al, 1974) .
PSYCHOSES :
Von Meduna believed that epilepsy offered resistance against schizophrenia. However, evidence provided by subsequent workers made this "antagonism theory" untenable since it became clear that far from being protected, the epileptics were particularly susceptible to psychotic reactions (Mulder and Daly, 1952; Pond, 1957; Slater et al, 1963; Glaser, 1964; , 1972 , 1974 and Kristienstn and Sindrup, 1978 .
There is a consensus of opinion that schizophrenia occurs several times more frequently in temporal lobe epileptics than in cases with other types of the Uln ess (Gibbs et al, 1948; Ervin et al, 1955; Pond, 1957; Gastaut, 1959; Dongier, 1960; Slater et al, 1963; Glaser, 1964; Preston and Attack, 1964; Bruens 1971; , 1972 Shunla et al, 1979 and . Dongier (1960) found the incidence of psychosis to be seven times greater in temporal lobe epilepsy as compared to other forms of epilepsy. Slater et al (1963) , in their series of 69 cases with schizophrenia-like psychosis as well as epilepsy, found that 65 percent of them had temporal lobe epilepsy. Similarly, Glaser (1964) concluded, "there is little doubt that if epileptics with inter-ictal psychoses are studied , the majority will found to have psychomotor temporal lobe seizure states." In his study of 19 epileptics with psychotic symptoms, Bruens (1971) found that 84 percent had temporal localization in the E.E.G. found 16 percent incidence of schizophienia in temporal lobe epileptics as against 4 per cent in grand mal epileptics.
The psychosis usually occurs 7-14 years after the onset of epilepsy, has almost all the features of schizophrenia with marked paranoid and religious colouring and auditory hallucinations. The affect, however, tends to remain warm and there is no typical deterioration. Further, there is no personality of family predisposition to psychosis (Pond, 1957; Slater et al, 1963; , 1972 , 1974 . Severity of psychotic symptoms often has an inverse relation with the frequency of fits with, at times "forced normalization" of E.E.G. during psychosis (Ervin et al, 1955; Reynolds, 1968 and .
The patients with generalized seizures are prone to "confusional psychotic states" that do not progress to chronic psychosis. The condition, characterized by confusion, clouding of consciousness, disorientation and bizarre behaviour is mostly precipitated by status epilepticus and lasts for 5-10 days (Dongier, 1960; , 1972 Bruens, 1971 and .
PERSONALITY DISORDERS :
Two types of person a lity disorders are commonly met with in the epileptic population viz., "epileptic personality" and "behaviour disorder" the former in the adults and the latter in the children.
EPILEPTIC PERSONALITY :
Epileptic personality changes occur more commonly in patients with generalized epilepsy and are usually brought on by very frequent (almost daily) fits over a long period, the average duration being 8-10 years. The symptoms and signs in these patients form a well defined constellation viz., narrowing of field of interests, slowness of reaction, self centredness, apathy, stubbornness, irritability, hypochondriasis, lability of mood, religiosity, circumstantiality, perseveration and quarrellousness (Keating, 1961; Tizard, 1962; Juul-Jensen, 1964; Treffert, 1964; Taylor, 1972) . found such changes in 13 percent of grand mal epileptics as against 3 percent of temporal lobe epileptics. Liddell (1953) and Pond and Bidwell (1960) , on the other hand, felt that personality changes were more, common in temporal lobe epilepsy. Most of the workers, however, agree with the conclusion of Juul-Jensen (1964) that the personality changes in epilepsy were related more to the severity of epilepsy than to the location of the focus.
BEHAVIOUR DISORDER :
Behaviour disorders with symptoms similai to those commonly seen in brain injured children were reported in epileptics by Bradley (1951) and Ounsted (1955) . At cimes, the behaviour disorder may be the presenting complaint, the seizure remaining in the background (Pond, 1952) . These disorders seem to be specially associated with temporal lobe epilepsy. Ounsted (1955) found them in 8 percent of all early onset epileptics as compared to 26 percent of patients with temporal lobe epilepsy. Of these, 36 percent suffered from catastrophic rage. found behaviour disorders in half (48 per cent) of children with temporal lobe epilepsy compared to just-one-fifth (20 percent) of those with grand mal epilepsy. Nearly 60 percent of these had hyperkinetic reaction, the remaining having unsocialized aggressive reaction. Bradley (1951) divided these symptoms into primary and secondary ones. In thefotmer, he grouped variability of mood, hyperkinesis and irritability etc. The secondary symptoms were protean and manifested as fear, resentment anddespaii. These might be considcted to be child's reaction to his illness and appear to be specific to the child rather than to epilepsy.
LATERALITY EFFECT :
It is only recently that attempts to relate the psychiatric disturbances to the side of the epileptogenic focus have been made. Flor Henry ( , 1972 was perhaps the first to point out that schizophrenic and affective symptoms were related to left and right sided foci respectively. His observations were subsequently confirmed by Gregoriadis et al (1971) . In addition, Falconer and Taylor (1970) found neurotic syndromes to be related to non-dominant lesions. found neurotics to have right sided foci significantly more often while there was no such laterality effect in other psychiatric diagnostic groups. Kristiensen and Sindrup (1978) reported a relationship between psychosis and bilateral temporal lobe involvement. There was a significant preponderance of bilateral medio-basal spike foci, recorded on sphenoidal elecrtodes in psychotics, suggesting deep temporal lobe dysfunction as an important factor in the pathogenesis of psychosis. However, they did not find any correlation between psychosis and a unilateral E. E. G. focus. Mignone et al. (1970) too, did not find any relationship between psychosis and left temporal focus. It appears, theiefore, that the development of psychosis depends on the severity of the epileptogenic lesion rather than the side involved.
SEXUAL DISTURBANCES :
Sexual abnormalities often accompany temporal lobe dysfunction Golomb, 1954 and Hierons and Saunders, 1966) . Gastaut and Golomb (1954) found two-thirds of temporal lobe epileptics to be impotent as against none with other types of epilepsy. Observations have been made by others (Johnson, 1965; and Taylor, 1959. Shukla et al (1979) found 64 percent of male temporal lobe epileptics to be impotent compared to only 12 percent of those with grand mal epilepsy. In addition, they found 64 percent of female temporal lobe epileptics to be hyposexual whereas only 8 percent of grand male epileptics were so. In these cases, there was a marked decline in sexual interest and performance following the onset of seizures while sexual functions failed to develop in cases with early onset of the disease. These patients were totally unconcerned over their diminished or absent sexuality and none of them complained of it spontaneously.
Hyposexuality appears to be uniquely associated with temporal lobe epilepsy and cannot legitimately be attributed to the psychological impact of seizures or to anticonvulsant medication since only few cases with other types of epilepsy have it. Moreover, there are reports that hyposexuality could be abolished by surgical elimination of a temporal lobe focus (Falconer et al., 1955; Savard and Walker, 1965 and Blumer and Walker, 1967) . Further, several temporal lobe epileptics develop hypersexuality on cessation of seizures following temporal lobectomy or drug treatment (Hill et al., 1957; Terzian, 1958; Taylor, 1969; .
Sexual manifestations may be a part of the seizure itself. Freeman and Nevis (1969) and Currier el al. (1971) have reported patients who suffered from fits characterized by automatisms of sexual nature with appropriate vocalizations. Besides these, almost all forms of sexual deviations have been observed to occur in association with temporal lobe epilepsy (Erickson, 1945; Mitchell et al., 1954; Davies and Morgenstern, 1960; Epstein, 1961; Hunter et al., 1963; Hooshmond and Brawley, 1969 and Taylor, 1969) .
To conclude, it could be said that temporal lobe epilepsy has more intimate relations with psychiatry than with any other branch of medicine. The illness presents with almost all the varieties of psychiatric and sexual disturbances. These disorders appear specific to temporal lobe epilepsy since they cannot be ascribed to psychological effects of seizures or anti-epileptic drugs because of the glaringly obvious difference between temporal lobe epilepsy and grand mal epilepsy. Further investigations of the illness may reveal facts having aetiological and therapeutic implications to the entire field of psychiatric and sexual medicine.
